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Agency* Citation(s)

Groups Covered

42 CFR 435.212 &

1902 ¢
Act,

e)(2) of the
P.L. 99~-272

(section 9517) P.L.
101-508 (section

4732)

Optional Groups Other Than the Medically Needy

(Continued)

3.

The State deems as eligible those individuals who
became otherwise ineligible for Medicaid while
enrolled in an HMO qualified under Title XII} of
the Public Health Service Act or while enrclled
in an entity described in section

1903 (m) (2)(B)(111l), (E)} or (G} of the Act, or a
Competitive Medical Plan (CMP) with a Medicare
contract under section 1876 of the Act, but who
have been enrolled in the HMO or entity for less
than the minimum enrollment period listed below.
The HMO or entity must have a risk contract as
gpecified in 42 CFR 434.20(a). Coverage under
this section is limited to HMO services and
family planning services described in section
1905(a) (4)(C).

X The State efects not to guarantee eligibility.
The State elects to guarantee eligibility. The
minimum enrollment period is __ months.

The State measures the minimum enrollment period
from:

The date beginning the period of enrollment in
the HMO or other entity, without any
intervening Disenrollment, regardless of
Medicaid eligibility.

The date beginning the period of enroliment in
the HMO as a Medicaid patient (including
periods when payment is made under this
section), without any intervening
disenrollment.

The date beginning the last period of
enrollment in the HMO as a Medicaid patient
(not including periods when payment is made
under this section), without any intervening
disnerollment of periods of enroliment as a
privately paying patient. (a new minimum
enrollment period begins each time the
individual becomes Medicaid eligible other
than under this section.)

*Agency that determines eligibility for coverage
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